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Abstract
More than 100 million American people have some form of cardiovascular disease. African
American life expectancy is 3.4 years shorter than that of Caucasians, with an estimated 32%
difference in cardiovascular disease mortality between Caucasian and African American men
and a 43% difference between Caucasian and African American women. The purpose of this
project was to utilize a faith-based approach in developing a heart-healthy program for
addressing health disparities in an African American Baptist Church. The program focused on
improving cardiovascular health literacy and addressing modifiable risk factors. The results of
this project revealed that African Americans need interventions to lessen these disparities, and a
faith-based program can play a major role in improving their health.
Keywords: cardiovascular disease, faith-based organization, diet, physical activity,
hypertension, African Americans
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Chapter 1: Introduction
Cardiovascular disease (CVD) is the leading cause of morbidity and mortality in the
United States. According to data collected by the American Heart Association (AHA, 2014),
there are 64.4 million Americans with one or more CVD. Hypertension, hyperlipidemia, and
smoking are major risk factors. Ignatavicius and Workman (2018) stated that CVD was the
leading cause of death in the United States and kills more people than accidents, cancer, lower
respiratory diseases, and diabetes mellitus combined. It is interesting that these four combined
diseases are the next four causes of death in the United States (Ignatavicius & Workman, 2018).
In African Americans, CVD develops earlier and has a higher death rate than for Caucasians
(Ignatavicius & Workman, 2018). Carnethon et al. (2017) theorized that African Americans’
CVD disease management seems less effective, leading to higher mortality rates. Riegel et al.
(2017) recommended concentrating on and adopting self-care behaviors that include exercise and
diet to reduce complications associated with chronic diseases. One way to combat CVD within
this population is with the development of a faith-based heart-healthy program within the
African American church.
The African American church is a respected haven in the community. Hendricks et al.
(2012) stated that churches in African American communities provide spiritual and political
leadership by providing space for schools, aiding the indigent, hosting social functions, and
establishing ministries in prisons, colleges, and orphanages. Barnes (2009) described the African
American church as an essential organization for providing health programs because of its
infrastructure for sustainability as well as its members’ shared cultural and religious values.
Smith (2019) noted that the church is the rock of the African American community, and it is
where peace and empowerment are found.

2
Faith-based organizations are often the hub of the community and have the resources to
conduct health promotion interventions, especially since most parishioners convene weekly for
services and establish a social network with each other. Addressing health inequities is necessary
to improve health outcomes and decrease healthcare costs in the African American community.
Schoenthaler et al. (2018) found that health promotion programs in Black churches were able to
reduce the incidence of high blood pressure and effectively manage it. Aycock et al. (2013)
discussed how faith-based settings offer health screenings and health-related activities that
address CVD as African Americans require more industrious and diligent management of their
disease processes.
The Centers for Disease Control and Prevention (2016) reported that racial and ethnic
minorities face greater barriers to quality of care and recommended using community-grounded
projects to address chronic diseases. Hendricks et al. (2012) stated that African Americans
defined spirituality as a major part of their lives, and they tend to turn to the church for comfort
no matter what problems they face, including physical issues. Dodani et al. (2011) theorized that
developing a healthy lifestyle could be achieved in a healthcare setting; however, research has
demonstrated that a faith-based organization can also develop such programs, particularly for
African Americans (Hendricks et al., 2012). Developing a collaborative approach with a health
ministry within a faith-based organization can improve African Americans’ knowledge,
awareness, and management of CVD.
Problem Statement
Despite efforts to decrease CVD mortality and morbidity, African Americans continue to
exhibit the highest rates of avoidable sickness and death from these conditions. African
Americans have a life expectancy that is 3.4 years shorter than Caucasian Americans, and they
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have a higher mortality rate than their White counterparts due to less effective disease
management (Cunningham et al., 2017). They are also at a greater risk for heart failure, and
CVD is considerably more common in younger African Americans. Although awareness and
prevention of CVD in the African American community have increased, it is essential to
understand the connection between modifiable risk factors (the independent variables) and the
occurrences of CVD in African Americans (the dependent variable).
Background of the Problem
According to the AHA (2017), African American men have an estimated 32% greater
CVD mortality than Caucasian men, and African American women’s CVD mortality is 43%
higher than Caucasian women. Literature supports that faith-based intervention programs for
African Americans can be helpful. Faith-based programs can play a significant role in improving
the health of the African American population. There are many types of CVD, including
hypertensive disorders, congestive heart failure, cerebrovascular disorder (stroke), and coronary
heart disease.
Hypertensive disorders result in increased pressure in the atrial walls. This elevated
pressure increases the heart’s workload and puts the person at risk for additional cardiac
disorders (AHA, 2017). In congestive heart disease, there is inadequate pumping and/or filling of
the heart, causing the heart to be unable to meet the body’s oxygen needs (Lewis et al., 2014). A
decrease in blood flow to the brain can lead to cerebrovascular disorder. According to the AHA
(2017), coronary heart disease leads to a buildup of plaque in the heart’s arteries, narrowing
them and causing the heart to work harder to provide oxygen to the body’s tissues.
The AHA (2017) predicted that by 2030, 40% of the American population would be
affected by some form of CVD. Sadly, that prediction came true in 2015 when more than 100
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million people had some form of CVD. The Centers for Disease Control and Prevention (2013)
estimated that 715,000 Americans have a heart attack every year. The AHA (2017) revealed that
102.7 million Americans have hypertension, coronary heart disease, stroke, congestive heart
failure, or atrial fibrillation. Saab et al. (2015) reported that even though African Americans
represent 14% of America’s population, they have a substantially higher risk for CVD than
Caucasian Americans.
Purpose of the Project
The purpose of this DNP project was to institute a CVD educational program to promote
healthy behaviors within a Southern Baptist Church. Collaboration and partnership with the
health ministry of the church to raise public awareness of CVD, identify modifiable risk factors,
and provide interventions to change unhealthy behaviors were part of this project. The AHA
(2017) recommended intervening early and providing a heart-healthy lifestyle. Lancaster et al.
(2014) believed that the organizational structure and personal multilevel approach of faith basedprograms have a greater influence on parishioners than the one-level approach of most health
organizations.
Schoenthaler et al. (2018) reported that programs attempting to reach the greatest
numbers of African Americans can do this via faith-based organizations. Farley et al. (as cited in
Clark, 2015) stated that expenditures for CVD in the United States amounted to 444 billion
dollars in 2010. Clark (2015) reported that mortality due to CVD in the United States in 2010
was 179.1 per 100,000 people. Peck et al. (2013) postulated that obesity and inactivity cost the
United States over 28 billion dollars annually. The AHA (2017) theorized that CVD contributed
to more than 2.0 million lost African American lives. Thus, intervention to improve healthy
behaviors is vital to combat these rising figures in unhealthy outcomes and expenditures.
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Carnethon et al. (2017) hypothesized the need for a broad range of strategies to reduce
CVD morbidity and mortality rates in the African American population. Mozaffarian et al.
(2015) reported that African Americans have the highest prevalence of hypertension in the
world. According to Clark (2015), screening and surveillance, early diagnosis, and punctual
treatment yield positive health outcomes when dealing with chronic diseases. The AHA (2015)
identified smoking, hypertension, and obesity as risk factors for coronary disease. The AHA also
recommended nutritional intervention, weight management, and physical activity interventions
for avoiding coronary artery disease.
Intervention is needed in the African American community to reduce modifiable CVD
risk factors. Faith-based leaders have the capability and power to provide support, assets, and
health education for those impacted by cardiovascular disease. Schoenthaler et al. (2018)
postulated that when health education is done via faith-based projects, there is a significant
reduction in hypertension. Austin and Claiborne (2011) theorized that promoting healthy
lifestyle behaviors could be successful within black churches.
Significance of the Project
The AHA (2017) stated that CVD cost America 555 billion dollars in 2016, and projected
costs would increase to 1.1 trillion dollars in 2035. Clark (2015) noted that screening for chronic
diseases is only effective if clients understand the result, including how it may alter their
lifestyle. The AHA (2017) advised that CVD is America’s costliest disease; aside from monies
spent on health care, there is also lost productivity in the workplace and at home. Booth et al.
(2017) stated that 35 chronic diseases are caused by physical inactivity. Inactivity increases CVD
risks, and Booth et al. (2017) estimated that the United States spent 333 billion dollars dealing
with complications related to physical inactivity in 2014.
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Bangurah et al. (2017) reported that only 50% of patients who are prescribed
hypertension medications have optimal blood pressure control due to unhealthy lifestyle choices,
including diet, obesity, and noncompliance. Peck et al. (2013) reported that most racial and
ethnic groups except African Americans have experienced a decline in stroke mortality. The
American Public Health Association (2010) cited that indirect costs (i.e., loss of productivity)
equal 95 million dollars for CVD and 25 billion dollars for hypertension. Research indicates that
cigarette use, physical inactivity, and unhealthy nutrition are prevalent in the African American
community. Saab et al. (2015) reported that African Americans have a higher prevalence of
CVD and less controlled hypertension leading to higher incidences of stroke and congestive
heart failure than Caucasians. CVD health promotion activities are needed to increase awareness
to combat these challenging figures. According to the American Public Health Association
(2010), every $1.00 spent on programs that improve physicality, decrease smoking, and
encourage healthy nutrition saves $5.60 in healthcare spending within five years and $6.20 in 10
years.
These statistics require effective strategies and interventions. The African American
church is a credible resource in the community. Faith-based and community-based intervention
programs are effective in helping minority populations to develop healthy behaviors (Coleman et
al., 2012). Faith-based ministries consist of activities delivered through the church’s
collaborations. Williamson and Kautz (2009) reported beneficial findings from the “Let’s Get
Moving: Let’s Get Praising” program in a North Carolina African American faith-based
community. The authors noted an increased awareness of stroke and heart disease and a positive
change in healthy heart behavior (Williamson & Kautz, 2009). Schoenthaler et al. (2018)
reported that using a faith-based lifestyle intervention for African American parishioners with
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hypertension led to a considerable reduction in systolic blood pressure. Edney and Dotson (2017)
discussed the importance of the house of worship in the African American community; they
wished to have faith-based organizations provide tools and resources to empower and enrich
their parishioners’ lives. Harmon et al. (2014) reported that African Americans are skeptical of
traditional healthcare delivery systems; however, they view the African American church as a
trusted source of information.
Nature of the Project
This quantitative study involved the implementation of a 6-week educational awareness
intervention over three months and aimed to assess, educate, and foster improvement in healthy
self-care behaviors among African Americans with CVD. Approval was obtained from Abilene
Christian University’s institutional review board. All participants were required to sign an
approved consent form. As the primary researcher, I conducted an enrollment session with an
overview of the program prior to the implementation of the project. It involved the following
steps:
•

Conducting an enrollment session and educational seminar using reputable,
information from research on ways to reduce cardiovascular health risks;

•

Obtaining pre- and post-education blood pressure and weight measurements;

•

Providing participant education during group meetings held at an African American
Baptist church; and

•

Providing a patient education manual and administering a pre- and postcardiovascular prevention quiz.

There were six weekly group sessions, which lasted up to one hour and focused on
decreasing modifiable risk factors. The sessions were offered over a three-month period with
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education offered to increase knowledge related to effective strategies on the following topics:
maintaining a healthy weight, smoking cessation (as applicable to participants), healthy eating,
and increased physical activities. Assistance, as needed, was provided by members of the
church’s health ministry composed of experienced healthcare providers (i.e., nurses).
Biblical passages relating to taking care of one’s body as a temple were incorporated
throughout the sessions. Participants were encouraged to engage in open dialogue during the
sessions. Prior to and following completion of the project, participants took a pretest and
posttest, using the Heart Disease Prevention Quiz (University of Rochester Medical Center,
2019). The quiz entitled What Do You Know About Preventing Heart Disease? is available
publicly online and was developed by the University of Rochester Medical Center, and an
evaluation of the educational seminar.
Question Guiding the Inquiry
A well-defined research question is the basis for conducting evidence-based research.
According to Melnyk and Fineout-Overholt (2015), the first step in evidence-based practice is to
formulate a question. The question guiding the inquiry of this project is noted in a PICOT
format. The P in the format refers to the population or problem of interest. The I of the question
indicates the issue or intervention to be completed. Although not needed for this inquiry, the C
typically represents the comparison group. The O refers to the intended outcome of the
intervention done, and the T denotes the timeframe in which the project is conducted (Melnyk &
Fineout-Overholt, 2015). For this project, the PICOT question was: For African American
parishioners, does participation in a weekly faith-based, healthy heart educational class result in
increased knowledge of cardiovascular disease and improvement in baseline blood pressure and
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weight measurements after three months? This question is further defined below as it relates to
the PICOT format for this project:
•

P – African American parishioners,

•

I – educational program on healthy heart habits and CVD risk reduction,

•

C – none,

•

O – increased CVD knowledge and improved blood pressure and weight
measurements from baseline, and

•

T – three months of post-education sessions.

Hypotheses
Following are the hypotheses for this project:
•

H1: Participants who receive a faith-based, healthy heart tailored educational
intervention will have a higher level of cardiovascular knowledge and greater
changes in unhealthy behavior than those who do not.

•

H0: Participants who receive a faith-based, healthy heart tailored educational
intervention will have a similar level of cardiovascular knowledge and greater
changes in unhealthy behavior than those who do not.

Operational Definitions
The following are operational definitions used to define pertinent variables and terms
related to this project.
African American. An ethnic group of United States citizens who have origins in any of
the Black African population (Martin, 1991).
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Cardiovascular system. The cardiovascular system comprises the heart and blood
vessels. The myocardium needs to be healthy and able to provide oxygen to the body, and the
vessels must be patent for blood to travel through (Ignatavicius & Workman, 2018).
Faith-based organization. A faith-based organization refers to a religious or charitable
group that has values rooted in faith or belief with its social values based upon that faith (Fritz,
2018).
Health ministry. Faith-based organizations often have ministries that are composed of
members (usually nurses) who complement the church’s leadership, by integrating faith and
health, in providing physical, mental, and spiritual intentionality to its members and the extended
community for health promotion (Abell & Blankenship, 2019).
Modifiable risk factors. Modifiable risk factors are controllable personal habits that can
be changed on an individual level, such as smoking, inactivity, and unhealthy eating
(Ignatavicius & Workman, 2018).
Scope and Limitations
The project was conducted at a midsize (less than 500 parishioners) southern Baptist
church in the Dallas/Fort Worth Metroplex. African American worshippers 18 years and older
were recruited for participation. Children under the age of 18 and non-African Americans were
excluded. As a result, some project limitations were noted.
The homogeneity of the African American population sample makes the findings
difficult to apply to the general population, which was a limitation. Conducting the research in
one church means that the findings may not be indicative of the general African American
population. Previous research has also demonstrated that participants may be distrustful of
research-based interventions, and it may be difficult to retain the participants in the study.
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Chapter Summary
This chapter provided an overview of the project’s aim to support a health ministry that
provides education, empowerment, and interventions aimed to decrease morbidity and mortality
in African Americans with CVD or those with the potential for CVD risks. Information was
provided regarding the significance, purpose, and nature of the project. Engaging faith-based
organizations in health initiatives and leadership is not a new concept. The goal of the project
was to implement successful interventions in a faith-based organization that can lead to healthy
behaviors that, in turn, can lead to a reduction in blood pressure, decreased smoking, healthier
eating, weight loss, and increased physical activity.

12
Chapter 2: Literature Review
This chapter contains a literature review that supported this project instituting a hearthealthy program for African Americans in a faith-based organization. In the United States, CVD
is the leading cause of death. African Americans made up 14% of the U.S. population, but
according to Ferdinand (2016), African American adults are more likely to die from CVD than
Caucasian adults. They also have higher morbidity rates related to CVD, diabetes mellitus, and
renal diseases. Mensah (2018) reported that CVD rates for African Americans remain 20%
higher—while declining for other ethnicities—and recommended the utilization of a community
partnership to promote healthy lifestyles. Dodani et al. (2011) reported that, in comparison to
American Caucasians, African Americans have 1.8-times greater rate of mortality related to
strokes and 1.5-times greater incidence of coronary artery disease
Incorporating a health promotion program in a faith-based organization may help to
decrease CVD in the African American population. Many African Americans turn to faith-based
organizations for spirituality, social interaction, and personal guidance. Literature has shown that
faith-based organizations are traditionally the root of societal activities and a channel for
presenting apposite health information to the African American community. Ralston et al. (201)
stated that African Americans attend church more regularly than other populations, and they
have positive health outcomes when they participate in health programs offered through faithbased organizations.
There are multifactorial causes for the imbalance of the development of CVD in African
Americans; however, many of the risk factors are modifiable. Research indicates that a harmful
lifestyle consisting of poor eating habits, poor nutrition, and physical inactivity are major risk
factors for CVD. Ferdinand (2016) advised that nutritional intervention is needed to reduce CVD
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and its risk factors. Aycock et al. (2013) recommended that African American churches should
develop health ministry/wellness programs to address these modifiable risk factors due to
barriers faced by many in the African American community.
Data Source and Search Strategy
A comprehensive literature review was performed to acquire an understanding of the role
that faith-based organizations play in fostering healthier lifestyles for African Americans.
Several databases were used, including the Cumulative Index to Nursing and Allied Health
Literature (CINAHL), EBSCO, ProQuest Nursing and Allied Health, Health Source:
Nursing/Academic Edition, and PubMed/Medline. The following search terms and inclusion
criteria were used: faith-based organizations, Black churches and health care, African
Americans and cardiovascular disease and management. The initial search yielded 590 articles.
A Google Scholar search was conducted with the same terms and three additional terms: Blacks,
heart disease, and spirituality. This yielded an additional 204 articles.
Articles were excluded if they were published prior to 2009. After reading titles and
abstracts, studies were excluded if they referred to Asian American, African, Latino American,
or Swahili-speaking Africans. Duplicate articles, studies that referred to other disease processes,
or research that featured interventions that did not include African Americans were excluded.
Faith in place articles were eliminated as they could occur at a faith-based organization but not
include religious practices. If the articles did not address CVD or faith-based organizations, or if
the interventions did not take place in a faith-based organization, those articles were also
excluded. As a result, 30 articles remained after these exclusions.
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Selection
After a review of all articles and the exclusion of duplicates, 15 studies were included in
the literature review. Nine of the 15 articles (60%) focused on weight loss, increased physical
activity, and dietary increase of vegetables and fruits to address CVD risk factors. Six articles
(40%) addressed CVD, the African American population, and faith-based organizations.
CVD, African American Population, and Faith-Based Organizations
Bell-Tolliver and Wilkerson (2011) conducted a qualitative study to expand research on
African Americans’ use of religiosity and extended family in problem-solving. Thirty African
American licensed family therapists participated in the study. Audiotape and face-to-face
interviews were used to capture data from two questions: What are the primary strengths of
African American families that you have found to be particularly effective in family therapy, and
in what ways does utilizing the strengths of African American families bring about a successful
resolution to the presenting problem or to the family’s ability to function? The researchers found
that religion was a major influence. The participants cited families and religion as two strengths
in helping African Americans deal with life challenges. The authors postulated that since religion
plays an important part of the African American community, it would make sense to incorporate
it into interventions.
In a cross-sectional study by Fallon et al. (2013), responses were used to examine factors
influencing health counseling by leaders of a faith-based organization. Participants were faith
leaders (i.e., pastors, priests, ministers) who were recruited via email over eight months. There
were 13,644 emails sent using the online survey system Axio Learning Systems. Another 1,468
emails were undeliverable: 1,012 participants accessed the survey, and 840 completed it for a
6.2% overall response rate. The researchers were guided by the social-ecological model, which
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suggests that several elements affect behavior and behavioral changes. The study demonstrated
that the larger the church (> 500 members), the greater the possibility that church leaders would
engage in health counseling. Limitations of this study included high turnover of church leaders,
the use of the internet for communication, and lack of a clear definition of health counseling. The
study’s strengths included use of the social ecological model, evidence that partnering with
church leaders can provide positive outcomes, and examination of factors that affect health
counseling by church leaders.
Hendricks et al. (2012) conducted a qualitative survey consisting of 153 participants to
examine spirituality across gender and city in the African American community. The
investigators used the Daily Spiritual Experience Scale, an instrument composed of 14 Likertlike type items, to measure various spirituality-related activities and direct relationship with God.
The authors found that location or gender did not affect African Americans’ spirituality, and
spirituality played a central role for this population.
In a qualitative study, Holt et al. (2017) conducted research to link faith-based
organizations and evidence-based interventions in the African American community. The
authors hypothesized that technology and adoption of evidence-based interventions could
address some of the disparities noted in the African American community. The researchers
approached 16 churches with African American parishioners and 10 agreed to participate. They
interviewed 18 key informants (church leaders) and focus groups with seven of the 10 churches.
The researchers interviewed a total of 77 participants (18 of whom were church leaders) ranging
in age from 20 to 86. The mean age was 56 (SD = 15.1) and 69% of the sample was female. The
authors concluded that the participants were interested in health promotion within the ministry
but identified technological challenges and a lack of evidence-based interventions. Limitations of
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the study included a small convenience sample, localized recruitment, and participants that
consisted of college-educated, middle class people. Strengths included the study being the first
of its kind and working with a middle class population, as a disadvantaged population may have
presented major challenges.
Holt et al. (2012) performed a cross-sectional study to determine if religious social
support played a part in health-related outcomes. The researchers conducted a 30-minute
interview in which participants received a $25 gift card. Eligibility included being over 21 years
of age and African American. Participants answered questions regarding religious involvement,
religious support, physical and emotional functioning, and depressive symptoms. There were 803
people who agreed to participate and a 98% return rate. Results revealed that participants who
had a personal relationship with a higher power and were involved in organized worship
perceived support from their fellow parishioners; those with greater emotional support had less
depression and better mental outcomes. Strengths included the implementation of a specific
dataset to test the religious-health connection with its focus was on African Americans.
Limitations included researcher bias during the telephone interview and responses were selfreported. Findings indicated positive religious participation with better emotional functioning.
Lancaster et al. (2014) conducted a systematic review regarding weight and related
behaviors in faith-based organizations. The articles included 12 randomized controlled trials
(seven reported statistically significant changes in outcomes); five quasi-experimental and single
groups design (four reported a statistically change in outcomes); and 10 pilot studies (all reported
improvement but did not use a control group). The authors hypothesized that in faith-based
interventions that had faith-based group-based strategies, focusing on lay health at both the
church and personal levels would have a greater impact. The investigators noted that faith-based
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interventions had the following challenges: participants losing interest, churches may not want to
participate, and researchers may have difficulty obtaining permission to study due to the pastor’s
busy schedule and priorities. However, they found that despite the challenges, faith-based
interventions usually yielded positive outcomes.
Lumpkins et al. (2011) performed a qualitative study using a grounded theory approach
to explore urban pastors’ awareness of health promotion and disease prevention in African
American churches. Six pastors ranging in age from 43 to 70 participated. They met bimonthly
for 60 to 90 minutes over five months. The researchers did not present statistical data, but the
following themes emerged: Clergy thought they could positively affect African American health;
they were aware of their authority; they acknowledged a link between faith, spirituality, and
health; and they believed that church could be used as a change agent. Limitations included a
small sample size and the use of a qualitative approach. One strength was the inclusion of
interviews from the pastoral viewpoint. The researchers concluded that pastoral involvement
could identify community health issues and impact the community’s health promotion projects.
Weight Loss, Increased Physical Activity, and Dietary Interventions
Bangurah et al. (2017) conducted a pre- and postintervention experimental design study
to examine the effectiveness of lifestyle and behavioral interventions for African Americans with
hypertension. The research occurred over one month in a predominantly rural African American
church with 19 participants (10 women and six men) who were all 55 years of age and older.
Participants received packets containing dietary and physical activity information related to
controlling hypertension; their blood pressure (B/P) was also taken at the first meeting. Over the
four-week period, the nurse-led program of diet and exercise resulted in lower B/P readings.
Limitations of the study included a small sample size, primarily African American women, self-
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reported data, and participants that were reluctant to commit to a four-week study. The study’s
findings were congruent with the literature that B/P can be decreased through changes in lifestyle
and increased physical activity, and the research could be duplicated.
Dodani et al. (2011) conducted a 12-week prospective longitudinal study in an African
American church to aid in the reduction of hypertension in its parishioners by training church-lay
members (CHAs) to lead the interventions. The participants were aged 18–75 and had known
hypertension, were on hypertensive medications, or were pre-hypertensive. The researchers
recruited CHAs and used the social cognitive model to implement HEALS (Healthy Eating and
Living Spiritually). Thirty-four parishioners participated: 68% attended 10–12 sessions, and
100% attended at least six sessions. Special prayers related to the theme were offered before
every session, members were weighed, and blood pressure was measured. The parishioners
followed the DASH (Dietary Approaches to Stop Hypertension) diet with portion control. There
was a decrease in blood pressure and an average of 3.11 kilograms in weight reduction.
Challenges included participant recruitment, poor male participation, and low retention of
participants. The strengths of the study included positive spiritual messages, significant
decreases in B/P, and a foundation for a fully powered randomized study.
Newton et al. (2018) conducted a cluster randomized controlled trial to evaluate the
practicality and effectiveness of a weight loss faith-based program with the implementation of
technology. Eight churches with 97 African Americans were randomly assigned to the
intervention or delayed intervention group. Eligibility for participation included: aged 18-75
years, willing to change diet, identified as African American, and had low to moderate CVD.
Participants in the intervention group attended sessions and received automated text messages
constructed to bolster positive behavior while the delayed intervention group received text
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messages pertaining to relevant African American health conditions. Church staff were trained to
deliver the 10-session program over six months. Results revealed that 69.1% of the intervention
group and 86.2% of the delayed intervention group completed the program. The attendance
average was 55%. Researchers measured blood pressure, body composition, blood glucose, and
cholesterol. There was no statistical significance between both groups in cardiometabolic
outcomes, physical activity, or fruits and vegetables intake; however, the intervention group lost
an average of 1.4 kg whereas the delayed intervention group gained an average of 0.2 kg. Quality
of life was significantly better in the intervention group. Strengths included utilization of a
cluster-randomized trial design, incorporation of text messaging in a church-based program, and
inclusion of a delayed intervention group. Unbalanced sample size, short duration of the
program, and one-way text messaging were identified as limitations.
Pullins et al. (2018) conducted a cross-sectional study at a conference to determine the
health behaviors of faith-based leaders’ use of healthcare patterns in predominantly African
American congregations. There were 286 attendees from 22 states and 17 faith-based
organizations. There were 100% returned surveys. 74% of the sample were female, 52% were
married, and 87% were African American. Results revealed that 30% of participants reported
consuming fruits and vegetables while 70% did not. In addition, 88% had annual physicals while
51% participated in physical activity. 61% reported church leaders espousing healthy lifestyles.
The majority of participants reported healthy outreach activity at their faith-based organization in
partnership with an academic entity (72% vs. 25%, p < .01; 62% vs 33%, p < .02). Results
revealed positive outcomes with health promotion activity while revealing poor dietary choices
and physical inactivity without intervention. The strengths of this study included diverse
geographical sampling, and it was the first of its kind with a favorable survey completion
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(100%). Limitations were a small sample size, a lack of validated survey questionnaires, and
surveys performed at a conference.
In a cross-sectional study design, Powell-Wiley et al. (2013) compared baseline data
between GoodNEWS participants aged 18–70 in 20 Dallas-area African American churches with
age/sex-matched African Americans in a Dallas Heart Study (DHS) group. The DHS is a
probability sample of Dallas County residents aged 18–65 designed to study CVD with data
collected from 2000 to 2002. The authors postulated that physical activity and dietary changes
could improve cardiovascular risk factors (CVRFs).
There were 392 GoodNEWS participants who completed a self-administered survey
(demographics, medication history, diet history, and physical activities). They matched four
participants per one GoodNEWS participant. GoodNEWS participants had a signiﬁcantly lower
prevalence of current smoking than Dallas County residents (10% vs. 30%, p > .01). Blood
pressure was slightly, yet statistically signiﬁcantly, lower for GoodNEWS participants than for
African Americans in Dallas County: systolic blood pressure (126.0 +1.0 vs. 129.6 +1.0 mmHg,
p < .05); diastolic blood pressure (79.5 +0.5 vs. 81.1 +0.5 mmHg, p > .05). In DHS, African
Americans who went to church frequently had a greater BMI (p > 05).
The authors postulated that this was a good opportunity for faith-based organization
intervention due to the frequency of the DHS attending faith-based organizations. Strengths
included cohort size and sample weighing and extrapolation to the Dallas population.
Limitations included self-reporting of weights and that DHS enrolled between 2000–2007, while
the GoodNEWS group was formed in 2008. Additionally, GoodNEWS participants were
volunteers who may or may not have been churchgoers.
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Ralston et al. (2016) performed a quasi-experimental research design with a hypothesis
of reducing morbidity and mortality in older African Americans through diet and physical
activity. The authors selected six churches in a two-county area of North Florida due to a
majority of African Americans in that region reporting their weight as overweight or obese
(60%); consuming less than five vegetables/fruits a day (range from 77%–82.5%); and/or
reporting no moderate (59%–69.4%) or vigorous (75.2%–86.3%) physical activity. Both
counties had a high risk of strokes (203–228 per 100,000 of those 35 years of age or older) that
exceeded the state average (181 per 100,000). They utilized the transtheoretical model of
behavior change (TTM).
The authors determined that a combination of added fruits and vegetables and increased
physical activity impacted BMI, weight, and lower BP. They utilized an 80-item questionnaire
related to daily fruit and fat intake, habitual physical activity, etc. The researchers also added
weight, BMI, and waist circumference as clinical data. Each participant received a $25 discount
store gift card. The correlations between dietary, physical activity, and clinical outcomes for the
total sample showed significant variations by age (see Table 1). Strengths included stakeholders’
participation, similar treatment and comparison groups, and successful recruitment. Limitations
included a lengthy orientation, fewer participants after the first night, and participants’
incomplete responses.
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Table 1
Correlation Between Dietary, Physical Activity, and Clinical Outcomes
Measures

r

CI

p<

Systolic BP

.21

.015, 390

.05

Diastolic B

−.25

−.425, −.390

.01

Waist Circumference

.21

.015, .390

.05

Life Satisfaction
(Daily Servings of Fruit and Vegetables)

.15

.012, .282

.05

−.27

−.442, −.078

.05

Fruit and Vegetable Social Support
(Daily Servings of Fruit and Vegetables)

.24

.105, .356

.05

Physical Activity

.14

−.042, 313

.05

−.24

BMI
Abdomen Circumference

Schoenthaler et al. (2018) performed a two-arm cluster randomized controlled study in
32 New York City churches with predominantly African American membership. The authors
recognized that in the African American community churches are very influential, especially in
relation to healthy habits. They attempted to prove this theory by randomly assigning church
members into two groups. The authors hypothesized that members in the treatment group that
consisted of a therapeutic lifestyle change (TLC) with motivational interviewing (MINT) would
have lower blood pressure (BP) than those in the health education (HE) only group. There were
373 participants (172 were in the MINT-TLC group and 201 were in the HE group) who met the
inclusion criteria of Black self-identification: age ≥ 18 years, self-reported diagnosis of
hypertension, and uncontrolled BP [BP ≥ 140/90 or ≥ 130/80 mmHg with diabetes mellitus or
chronic kidney disease]. The MINT-TLC group had 11 weekly sessions and three MINT
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sessions while the HL group had one TLC session and 10 sessions on health topics delivered by
experts. The MINT-TLC intervention plus motivational interviewing group had a significantly
greater systolic BP reduction of 5.79 mmHg compared with the HE group at 6 months (P =
0.029). However, both groups significantly had lower BP at six months. Limitations of this study
included a design of only six months so sustainability could not be measured, lay health advisors
were paid so they did not remain at the church after the study was completed, and there was a
30% attrition rate. Strength included the use of lay health advisers.
In a randomized control trial, Wilcox et al. (2013) targeted physical activity and healthy
eating in African American churches. The researchers collected data from 74 African Methodist
Episcopal churches in South Carolina and 1,257 participants between the years 2007 and 2011.
The churches formed a faith, activity, and nutrition (FAN) committee that focused on healthy
eating, physical activity, and behavioral changes. The researchers used the Community Health
Activities Model Program for Seniors (CHAMPS) questionnaire. After controlling for baseline,
self-reported leisure time (d = 0.17, p = .03) and self-reported fruit and vegetable consumption (d
= 0.17, p = .03) were higher postintervention. Strengths included church involvement at the onset
of the program, all churches were invited to participate, and the FAN committee’s focus was on
structural factors rather than individuals. Weaknesses included attrition (40% did not respond to
the 15-month postmeasurement), lack of rigorous screening, and an intervention not geared for
larger churches.
Williamson and Kautz (2009) implemented a two–year–long faith-based project in a rural
North Carolina church for African Americans who were at risk for stroke. The authors’ goals
were to educate parishioners about stroke, encourage healthy eating, increase physical activity,
and foster the use of preventative measures. The church’s membership was 325, with
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approximately 125 attending Sunday services. The average age of participants was 50 years old;
60% of participants were high school graduates, and 7% had college degrees. The authors
implemented several interventions—Weight Watchers, health screenings, and educational
sessions—along with faith-based approaches.
Health screenings were conducted every six months. Approximately 35 people were
screened, 30 parishioners participated in Weight Watchers, and 6 to 20 parishioners attended
weekly exercise classes. Limitations of this study included low participation, conflicts with the
church’s scheduled events, and poor attrition. Strengths included the involvement of church
leadership and messages of hope. The study concluded that more research was needed to
determine motives for long-term involvement.
Theoretical Framework
Several social determinants influence CVD morbidity and mortality. Noonan et al. (2016)
noted that the 1985 Report of the Secretary’s Task Force on Black and Minority Health
identified unacceptable health disparities among African Americans that had existed for many
years. It is imperative to use a theoretical framework to develop and evaluate interventions in a
consistent and evidence-based manner. The health belief model (HBM) was used for this project
which focused on faith-based promotion of healthier lifestyles for African Americans.
Psychologists Rosenstock (1974) developed the HBM in the 1950s to explain why few
people participate in disease prevention and improve a community’s use of preventative health
screening. They were baffled by the lack of participation in a free tuberculosis screening
program, and to explain the phenomenon they created the HBM. It has undergone many
revisions, remodels, and improvements. Becker (1974) noted that the HBM expanded to include
behaviors related to illness, prevention, and sick roles. Studies have shown that the HBM
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provides an explanation of modifications in health behavior, and it serves as the foundation for
many health educational interventions (see Table 2).
Table 2
Construct of the Health Belief Model
Construct

Definition

Perceived Susceptibility

Belief about getting a disease or condition

Perceived Severity

Belief about the seriousness of the condition or consequences if left untreated

Perceived Benefits

Belief about the potential positive aspects of a health action

Perceived Barriers

Belief about the potential negative aspects of a particular health action

Cues to Action

Factors which trigger action

Self-Efficacy

Belief that one can achieve the behavior required to execute the outcome

Note. Adapted from “Main Constructs” by K. Glanz, B. K. Rimer, & K. Viswanath. (Eds.).
(2008). Health Behavior and Health Education: Theory, Research, and Practice. John Wiley &
Sons. (https://www.med.upenn.edu/hbhe4/part2-ch3-main-constructs.shtml). Adapted with
permission.
Modifiable factors (hypertension, high cholesterol, diabetes mellitus, cigarette smoking,
obesity, poor nutrition, and physical activity) must be reduced or eliminated to aid in decreasing
CVD’s morbidity and mortality in the African American population. According to Hosseini
(2015), perceived susceptibility to illness, perceived illness severity, perceived costs versus
benefits of preventive measures, and barriers and benefits of acting are the foundations of HBM
(See Figure 1). Winham and Jones (2011) suggested that a person must feel vulnerable to the
illness in order to change behavior. African Americans need to understand the connection
between behaviors and risk factors and how altering them can modify, reduce, and eliminate
some disease processes.
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Figure 1
The Health Belief Model

Note. Adapted from “Main Constructs” by K. Glanz, B. K. Rimer, & K. Viswanath. (Eds.).
(2008). Health Behavior and Health Education: Theory, Research, and Practice. John Wiley &
Sons. (https://www.med.upenn.edu/hbhe4/part2-ch3-main-constructs.shtml). Adapted with
permission.
Self-Transcendence Theory: Conceptual Model
After reviewing the literature, the self-transcendence theory model was chosen for this
project to build a formalized system to present to the parishioners for buy-in. Reed (1991)
expanded upon Piaget’s developmental framework to develop a theoretical framework of mental
health and aging. The authors hypothesized that a crisis or illness may give a person the
opportunity for healing to occur. The model has been expanded to all ages and illnesses. Haugan
(2013) stated that the nursing transcendence theory model has both interpersonal and
intrapersonal dimensions.
The three concepts of the transcendence theory model are vulnerability, self-transference,
and well-being. Being aware of one’s personal mortality is one aspect of vulnerability. Reed
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(1991) defined vulnerability as having a sense of connection with one’s self, health, and
mortality. Reed defined self-transcendence as the expanded awareness of aspects greater than
one’s self, including connectedness to the environment and others, without losing inward selfawareness (see Figure 2). Well-being is a sense of feeling at home and healthy. Reed noted that
one’s own set of criteria determines well-being (Reed, 1991).
Mgbekem et al. (2016) recommended the transcendence theory model for its core belief
is that a person who has health challenges has an increased awareness of their mortality and thus,
is open to change to improve their well-being. Thomas et al. (2010) validated this model as a
valuable tool for holistic nursing intervention programs. Sharpnack et al. (2011) stated that this
theory could be a good fit for culture and spirituality.
Figure 2
The Self-Transcendence Theory Adapted From Reed (1991)

Note. Adapted from P. G. Reed. (1991). Self-Transcendence and Mental Health in Oldest-Old
Adults. Nursing Research, 40(1), 5–11. (https://doi.org/10.1097/00006199-199101000-00002).
Copyright 1991 by P. Reed. Adapted with permission.
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Chapter Summary
The high incidence of CVD that currently exists in the African American community is a
reminder that action is needed to decrease modifiable risk factors. Faith-based organizations and
healthcare practitioners must collaborate, as studies have demonstrated healthier behaviors when
implementation programs are carried out within churches or faith-based organizations. Some key
features of these programs included increased physical activities, healthcare education, use of
technology, and fostering preventive measures. Literature has shown that African American
churches offer a sense of support and community and could promote health and prevent disease.
The health belief model serves as the theoretical foundation for this project supporting the
premise that when individuals believe there is a risk to their health, they are more likely to adapt
to a better lifestyle or make changes. The self-transcendence theory model is an appropriate
construct for a conceptual theory for this project to build a formalized system to present to the
African American parishioners for buy-in. Mgbekem et al. (2016) endorsed the transcendence
theory model for its core belief that a person who has health challenges has an increased
awareness of their mortality and can see that health is possible and achievable. In this model, an
individual’s awareness is tied to their susceptibility in the belief that there can be vulnerability
from an individual that is linked to their perceived mortality, which impacts behavioral changes.
The next chapter provides and focuses on the steps for implementing the project.
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Chapter 3: Methods
CVD and its complications are the leading cause of death in America. Literature reviews
reveal that faith-based initiatives can have a positive impact on decreasing modifiable risks
related to CVD. According to Hendricks et al. (2012), the African American church is an
organization that can provide health programs due to its members’ shared cultural and religious
values as well as having infrastructures for sustainability. This chapter explains the method and
implementation of a faith-based approach to promote a practice change in healthy heart
behaviors. It focuses on the design, instruments, and measurement tools used to conduct the
project.
Project Design
The research literature drove the decision for the project design. The methodology
chosen for this DNP faith-based approach was based upon the assumption that implementing a
healthy heart program in an African American church could result in increased knowledge and
improved heart-healthy behaviors. A quantitative study design was used to collect, analyze, and
interpret data.
Data Analysis
The research design used a parametric test, paired student t-test correlation. A paired t
test measures differences within a group. A paired t test is also used to compare two population
means where there are two samples in which observations in one sample can be paired with
observations in the other sample (Heavey, 2019). For example, this project’s pre- and
postintervention scores were compared. A phenomenological approach was used to gather
detailed information about the participants’ understanding of CVD through a demographic
questionnaire and a pretest. A pre/post questionnaire design was used that included health
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outcomes (weight). The participants struggled with taking blood pressures, so this measurement
was not used. Pereira (2012) posited that to get at the essence of each participant’s insight, the
researcher needs to determine the structure and essence of the lived experience. The plans for
this are noted in the instrumentation plan (see Appendix A). This approach determined the direct
or indirect relationship between the dependent variable (modifiable risk factors of weight and
blood pressure) and the independent variable (CVD education).
A power analysis was conducted using the Creative Research Systems sample size
calculator from https://surveyystem.com/sscalc.htm to determine the minimal number of study
participants to ensure the essential number to reduce the probability of error (Martinez-Mesa et
al., 2014). The power analysis indicated that in order to have an appropriate statistical
correlation, 10 participants were needed to yield a desirable level of significance. Martinez-Mesa
et al. (2014) discussed that a sample size of nine participants has a 17.7% margin of error. For
this study, a convenience sample was used due to the population available at the participating
practice setting. Six and Macefield (2016) reported that one-size participants are unreasonable,
and correlation and results could be obtained from a small number of participants.
Data Management
This project’s collected data were stored in a secure university learning management
system under the implementer’s name. The university owns the data in case access is needed at a
future date. This secure system storage was provided by the online graduate school for doctoral
student research data and was supported by the university’s information technology department
for security purposes. All data collected during implementation were maintained on a passwordprotected computer and only the project implementer had password access. The demographic
form did not include any identifiable information. During the gathering of information, the
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participants needed a password to enter the meetings. Data were not shared by others and were
stored on a password-protected computer. According to federal regulations, collected data will
be kept at least three years for protecting and maintaining confidential information of human
research participants. The protected data will be shredded and destroyed after the three-year time
period. After the completion of data collection, the project implementer filed a data collection
inactivation form to alert the Internal Review Board (IRB) that the study was complete.
Research Study Activities
This project was implemented at a mostly African American faith-based organization.
Permission was obtained from the church’s pastor and a support letter was provided. An
announcement was made in the pulpit during a routine church service and flyers were posted two
weeks before the start of the study as a method of recruiting participants. Over a three-month
period, via Zoom meetings, adult African Americans participated in six weekly group sessions
that focused on implementing strategies to minimize or eliminate modifiable risk factors. The
project implementer conducted an enrollment session prior to the start of the educational
seminar, which provided an overview of the program and gave the participants the opportunity to
consent to participate in the program.
Participants meeting the project’s inclusion criteria were the target population who
consented to participate. Participants attended an enrollment session in which consent was
obtained. Participation was voluntary. Participants received full disclosure as to the study’s aims
and methods before being asked to sign the consent forms. Any potential conflicts of interest,
benefits, and potential risks were discussed. Participants were given the right to withdraw their
consent and participation at any time during the trial without any penalty. As recommended by
Moran et al. (2019), all collected data obtained from the participants was de-identified as
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recommended by the guidelines of the Health Insurance Portability and Accountability Act
(HIPAA) to protect the privacy of participants. Each participant’s confidentiality was maintained
by assigning individual number and letter coding to keep up with the results of the
questionnaires, biometric data collected, and quizzes (i.e., 1a, 2a, 1b, 2b, etc.). In addition, face
sheets containing identifiers (i.e., names and addresses) for survey questionnaires containing data
after collecting from the research participants were removed to provide additional privacy. Zoom
provided a list of those in the meeting, so the implementer had total control of who joined the
meeting.
Participants completed a demographic form, heart disease prevention quiz, and the HSCALE questionnaire as pre-intervention data. Participants had the right to refuse to answer or
skip any questions. Pre-intervention weight and blood pressure were obtained at this time.
However, I did not have confidence in the self-reported blood pressure recordings. Participants
were told that their information would be kept confidential and given a form attesting to this.
Education and preventative measures were discussed as described below.
•

Session one provided an overview of the program, participant enrollment/consent,
and de-identified pre-intervention blood pressure and weight measurements.
Participants completed the H-SCALE (Appendix B) and University of Rochester
Medical Center heart disease prevention quiz (Appendix C).

•

Session two discussed causes of CVD risks/consequences, modifiable risks, and selfcare activities.

•

Session three discussed healthy eating, reading food labels, and low-salt diets.

•

Session four discussed physical activity and medication adherence.

•

Session five discussed smoking cessation and alcohol abstinence.
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•

Session six had participants complete the postintervention H-SCALE data and the
University of Rochester Medical Center heart disease postintervention quiz. It was
the wrap-up session 90 days after the start of the program and included
postintervention weight measurements.

Each session lasted approximately one hour. Scriptures related to the care of the body
were discussed, e.g., 1 Corinthians 6:19 from The Living Bible, “Haven’t you yet learned that
your body is the home of the Holy Spirit God gave you, and that He lives within you?” (as cited
in Taylor, 1971).
Weight measurements and the H-SCALE data were obtained pre- and postintervention
via personal discussion with me during meetings to maintain anonymity from other participants.
Interview data were placed in SPSS by me, who is a registered nurse and trained to collect these
objective data. Once graphed, each participant’s weight and H-SCALE data were ranked
accordingly and assigned a positive or negative rank. Follow-up contact occurred at 12 weeks
postintervention. Twelve weeks postintervention was chosen as a target time period due to the
time needed for participants to engage in life-modifying behaviors. The goals of this project
were to increase CVD health promotion knowledge and to improve or alter lifestyle behaviors to
decrease or eliminate modifiable risk factors.
Instruments and Measurement Tools
The Hypertension Self-Care Activity Level Effects (H-SCALE) was selected for this
project. The H-SCALE was developed to evaluate the behavioral activities for hypertension
management. Warren-Findlow and Seymour (2011) developed the H-SCALE based on an
existing validated Summary of Diabetes Self-Care Assessment (SDSC). The H-SCALE has 31
items, and it assesses self-care levels by the number of days the activities are performed every
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week. Warren-Findlow and Seymour (2011) modified the SDSC and adapted items from the
booklet “Aim for a Healthy Weight” using the preexisting National Institute on Alcohol Abuse
and Alcoholism Quantity and Frequency Questionnaire. The authors stated that the H-SCALE
could be replicated and used in design studies for participants with chronic diseases. WarrenFindlow and Seymour (2011) validated the use of the H-SCALE in the African American
community. The H-SCALE self-domains had acceptable to good Cronbach’s alphas for all six
JCN7 self-care behaviors.
Assessing self-care behaviors is important when attempting to change a patient’s
behavior to minimize or eliminate modifiable risk factors. The self-care behaviors of medication
adherence, ideal weight maintenance, regular physical activity, decreased smoking, smoking
cessation, and low sodium intake are recommended by the Joint Committee on Prevention,
Detection, Evaluation, and Treatment of High Blood Pressure (JNC7). According to WarrenFindlow and Seymour (2011), these behaviors can be assessed by using the H-SCALE.
Several researchers have used the H-SCALE in their design studies. Warren-Findlow et
al. (2013) reported that tools before the H-SCALE only assessed one self-care behavior at a time
in a study. H-SCALE assesses all six H-SCALE JNC7 behaviors in a single study. Over a fivemonth period, Warren-Findlow and Seymour (2011) conducted a cross-sectional survey and
medical record abstraction of 154 patients with hypertension and validated the tool as acceptable
for clinical use. In this study the adherence to five of the six JNC7 behaviors were correlated
with reduction of disease except the low sodium diet; instead of the blood pressure decreasing, it
increased.
Shishavan et al. (2018) attempted to determine the correlation between quality of life and
hypertension. One tool that the authors used was the H-SCALE. The researchers enrolled 1,038
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participants 35 years old or older into a cross-sectional study. The authors found that the quality
of life improved with physical activity and medication adherence behaviors.
Warren-Findlow et al. (2017) conducted a cross-sectional design study using the Spanish
version of the H-SCALE and affirmed it was a reliable and useful tool for practitioners working
with the Hispanic population. The study revealed that the participants adhered to medication
requirements but had low adherence to weight management, physical activity, and healthy
eating. Thus, despite the H-SCALE focus relating to hypertension, it has been used to assess
healthy behaviors in various studies making it versatile in its use to evaluate self-care and health
behaviors.
Appropriateness of Instruments
The H-SCALE has been used internationally, and it comes in English and other language
versions. I used the H-SCALE tool to assess knowledge gained postintervention. The tool is
well-developed, validated, and reliable. The Wilcoxon signed ranked test was used to assess the
effectiveness of the heart-healthy, faith-based program to increase CVD knowledge and
minimize or eliminate modifiable risks (i.e., weight and blood pressure). Wilcoxon signed- rank
test uses a sum of the ranks of the populations (Liu, 2018).
Liu (2018) explained that the Wilcoxon signed-rank test is used to compare the results of
two populations to document any shift in the population pre- and postimplementation. This test
is a nonparametric statistical hypothesis test used to compare two related samples, matched
samples, or repeated measurements on a single sample to assess whether their population mean
ranks differ and is an appropriate statistical measure for assessing information collected from the
H-SCALE (Liu, 2018).
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Feasibility and Appropriateness
Sessions were held in an online modality using Zoom meetings. Therefore, the cost was
minimal. Each participant utilized their personal weight scale and blood pressure instrument.
Costs for printing of material and completion of program certificates were covered by the project
investigator.
There are several nurses in this church’s ministry. Two of the members offered their
assistance if needed. However, due to the COVID-pandemic and small group participants, their
services were not needed.
IRB Approval Process
This project met the criteria to be a minimal risk study and fell under the category of
exempt research (2009) as defined by 45 C.F.R. § 46.104 (d)(3)(ii)) which states, “for the
purpose of this provision, benign behavioral interventions are brief in duration, harmless,
painless, not physically invasive, not likely to have a significant adverse lasting impact on the
subjects, and the investigator has no reason to think the subjects will find the interventions
offensive or embarrassing.” Therefore, I submitted the required application to the Office of
Research and Sponsored Program at Abilene Christian University for an exempt status that was
approved (Appendix D).
Interprofessional Collaboration
The interprofessional collaboration involved the project implementer with stakeholders in
the practice setting and the university. The project implementer was a DNP student, who had the
most vested interest in the research study. At the practice site, the pastor and leader of the health
ministry provided approval for the study and support throughout the process. Other stakeholders
in the practice setting included nurse members of the Health Ministry and the participants. At the
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university, collaboration was conducted with the DNP project chair, committee members, the
DNP program director, and the IRB committee.
Practice Setting
This project was conducted at a Baptist church located in the urban area of the
Dallas/Fort Worth Metroplex that is composed mostly of African Americans. This setting served
as the site for this evidence-based project. The study was conducted on Wednesday afternoons.
This midsize church has several ministries, including Marriage Ministry, Women’s Ministry, and
Health and Fitness Ministry. The church’s leadership and Health and Fitness Ministry have
expressed concern regarding CVD in the church. This clinic site was selected because of the high
percentage of African American worshippers. This study was aimed at decreasing modifiable
risks related to CVD in African Americans. Participants were self-directed to the Zoom meetings
at the designated time for the education program. The project implementer was present in the
Zoom modality to discuss the project, obtain written consent, distribute the demographic survey
and H-SCALE instrument, and provide the educational program.
Target Population
The target population for this DNP project was parishioners, 18 years and older, of the
Southern Baptist church facility. These participants freely and willingly provided informed
consent. The exclusion factors included children under the age of 18, members requiring the use
of oxygen, and non-African American parishioners.
Risks and Benefits
There were constraints facing the implementation of a health program in a faith-based
organization, such as ethnicity and age, availability, and mistrust. This church is mostly African
American and has different ministries for all age groups, and the younger population may not
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have wanted to participate. Han et al. (2014) postulated that having only African Americans and
older participants limits the generalizability of findings to other ethnic populations and ages. The
church used for this project has three services and multiple activities during the week. These
activities may have had limited participation, especially once the global pandemic occurred.
Another risk for this project’s success was mistrust from the congregation. Sternberg et al.
(2007) opined that a person brought up in spiritual traditions may have trouble relating to
evidence-based research.
This DNP project had several potential benefits, including improved health outcomes for
participants. The scholarly literature has demonstrated that implementing health programs in
faith-based organizations has improved health outcomes, including lowering blood pressure,
increased physical activity, weight loss, and cessation of smoking. Schoenthaler et al. (2018)
postulated that faith-based CVD programs reduce blood pressure. The Centers for Disease
Control (n.d.) reported that 30 years of evidence-based research has demonstrated a reduction of
modifiable risk factors through community-based interventions.
One advantage of implementing a faith-based healthy heart program is the church’s
leadership structure. The Health and Fitness Ministry is led by a registered nurse with other
nurses from the congregation as members. They are committed to improving members’ health.
The church’s social capital capacity is also helpful as announcements can be made during the
three weekly services, bulletins can be placed on the church’s website, and the information can
be seen by the entire church population.
There was no monetary compensation or other reward given for participation in the
study. Participation did not adversely affect the health of the research patients. Participation was
gained by voluntary informed consent and freely agreed to, and refusal to join did not involve a
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penalty or loss of treatment to which participants would be otherwise entitled. Participating
subjects could also leave the study at any time without penalty.
Information provided to participants for viewing or reading was checked for appropriate
grade-level reading using a free Flesch readability checker, such as the one located on this web
page http://www.readabilityformulas.com/free-readability-formula-tests.php. According to
Plavén-Sigray et al. (2017), “clarity and accuracy of reporting are fundamental to the scientific
process. Readability formulas can estimate how difficult a text is to read” (p. e27725). In 1948,
Flesch developed a readability tool to ensure that the readability of text was not too complicated
for its intended audience. The Flesch Reading Ease Test is calculated by average sentence
length, which is multiplied by 1.015, and the average number of syllables is multiplied by 84.6
(Flesch, 1948). Both products are subtracted, and the difference is subtracted from 206.835,
resulting in a score ranging from 0 to 100 (Flesch, 1948). A score of 100 represents the easiest to
read text, and a score of 0 represents the most difficult to read text. Scores from 60–70 are plain
English, readable by an average literate reader, and all scores correlate to a grade-level reading,
with scores from 60–65 reflecting seventh to ninth-grade level reading (Flesch, 1948). Scores
between 60–70 are largely considered acceptable.
Every precaution was taken to ensure appropriate readability of items provided to
participants. Measures were taken to protect the privacy of the participants and the
confidentiality of personal information (Moran et al., 2019). Finally, there were no conflicts of
interest for the project implementer of this research study.
Timeline
Table 3 outlines the timeline for the project. The IRB approval application was sent in
December 2019. In July 2020, I met with church leaders, made flyers for church disbursement,
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and developed the project’s schedule. The enrollment session of the project was done within the
first two weeks of September 2020. In August 2020, I met with a statistician. Implementation of
the program commenced October–December 2020. After completion of the program, data were
analyzed and thank you letters were disseminated.
Table 3
DNP Project Timeline
Month/Year of
Completion

Project Task

Jan. 2019

Began development of research project PICOT question

May 2019

Secured research project chair and committee members; completed project chair and
committee form; submitted form to NURS 755 Associate Dissertation and Project Manager

May 2019

Met with project chair for the first time to discuss research

June 2019

Began theoretical framework

June 2019

Began Literature Review

June 2019

Secured clinical site to conduct research

June 2019

Copyright permission obtained via email correspondence to use the H-SCALE

June 2019

Met with project chair to discuss securing support letter, project tool/instrument, and
working on Chapters 1-3 of DNP project

July 2019

Met with project chair to discuss theoretical framework and support letter from clinical site

July 2019

Received signed letter of support from clinical site

July 2019

Continued work on Chapters 1-3 of DNP project

Aug. 2019

Continued ongoing work on Methodology

Aug. 2019

Met with practice setting

Sept. 2019

Continued work on Chapters 1-3 of DNP project

Oct. 2019

IRB online training completed

Oct. 2019

Met with new project chair to discuss education presentation, consent form, recruitment
flyers, and statistical analysis

Nov. 2019

Continued work on Chapters 1-3 of DNP project

Nov. 2019

Received signatures for approval of mini proposal

Nov. 2019

Requested copyright permission via email to use the transcendence theory model

Dec. 2019

Filed for IRB approval

July 2020

Met with church leaders; made flyers for church disbursement; developed project schedule

Sept. 2020

Held information sessions via Zoom meetings

Sept.–Dec. 2020

Implementation and completion of DNP project
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Chapter Summary
Providing a clear, precise blueprint of steps to conduct a research project was necessary
to ensure the success of this project. The tools chosen included a free online cardiovascular
assessment quiz and the H-SCALE. Warren-Findlow and Seymour (2011) reported the HSCALE assesses weight management, healthy eating, and physical activity engagement, which
are components that were addressed as part of this educational intervention. The use of a specific
research project design and parametric testing using a student t test using SPSS Version 23.0 for
data analysis was appropriate to achieve the desired outcomes with the method used. Approval to
conduct the research study was obtained in accordance with the IRB and procedures to maintain
anonymity and privacy were followed.
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Chapter 4: Results
This project was a quasi-experimental single group study with a pre- and postintervention
design and no control group. Sampling from the target demographic was not random but was
instead a voluntary, convenience sample. Differences in scores for paired measurements were
analyzed using the nonparametric of the t test, the Wilcoxon signed-rank test, using SPSS 23.
Some measurements were ordinal and would be difficult to interpret with a t test.
A uniform method across all analyses was considered more appropriate for interpreting
results. The independent variable was educational intervention, with the measurements taken
before and after the intervention. The dependent variable was the difference between two paired
measurements which would be analyzed to determine if there were any changes in values. A
two-tailed test was considered appropriate since some participants were already highly adherent
to behavior. A two-tailed test would detect if there was a decrease in adherent behavior as well
as an increase, and its hypotheses can be statistically stated as:
H0. The median of the change in questionnaire items pre- and postintervention within
individual participants equals 0.
H0. The median of the change in questionnaire items pre- and postintervention within
individual participants does not equal 0.
Changes in measurements before and after the study were investigated with the null
hypothesis that the intervention had no change in behavior and lifestyle.
Purpose of the Project
The purpose of this project was to determine if a faith-based intervention that educated
African American participants in heart-healthy behavior would have an impact on changes in the
behavior of the participants. Measurements taken before and after the intervention included
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weight, test scores assessing participant heart-healthy behavior, and responses to the H-SCALE
questionnaire which assessed participant behavior.
The method used to collect data were pre- and postintervention measurements which
included the H-SCALE questionnaire. The project occurred over a three-month period with six
weeks intervention of weekly meetings lasting up to an hour. Weight and heart-healthy behaviors
were self-reported. Pre-intervention blood pressure and weight were measured for each
participant. However, I had little confidence in the self-reported blood pressure recordings as the
participants had little experience in accurately selecting a proper blood cuff and/or measuring
blood pressures. I graded test scores upon receipt of submissions. The Wilcoxon signed-rank test
was used on data selected for further analysis to determine if there was any statistically
significant change in the measurements; a cutoff of .05 was used for statistical significance, and
testing was done using the SPSS 23 software. Statistically significant findings were further
investigated in the raw data, which is presented in Appendix E.
A total of 10 participants volunteered for the project following a short presentation of the
project and a discussion session conducted via Zoom at a predominantly African American
Southern Baptist church. The project was presented to participants as involving face-to-face
group meetings to permit me to gather the data and foster a stronger sense of community.
However, due to restrictions related to the COVID-19 pandemic, the study was conducted over
six weekly Zoom meetings. One participant was challenged with technology and withdrew.
Individuals permitted to participate included anyone who self-identified as African American, 18
years and older, not receiving any oxygen therapy. I noted disadvantages to this format, based on
observations, of older adults having difficulty using electronic devices.
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Discussion of Demographic
Demographic data that was collected included the age and sex of the participants, which
is shown in Figure 3 as a bar graph with the white color indicating female participants and the
grey indicating male participants. Participants were amongst the older members of the church,
but the study was advertised for individuals 18 and older. The representation amongst men and
women was roughly equal. All participants were African American and identified as being
members of the Baptist church. Each of the six weekly meetings began with a Bible verse
emphasizing the sacred role of the body in the Christian tradition.
Figure 3
Demographic Data

Note. This figure demonstrates the four separate categories used to categorize patients according
to age. White portions represent the number of individuals in that category who were female and
grey portions represent the number of individuals in that category who were male.
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Data Analysis
Results from this project also revealed qualitative responses that, although not included
as part of the quantitative data, are significant for discussion. For example, one participant
expressed trust concerns by asking questions if this project related to the Tuskegee experiment.
Another participant’s response related to lack of knowledge over packaging servings and reading
labels. These qualitative responses may have impacted the postintervention scores leading to less
than desirable expected scores.
Measurements before and after the six weekly sessions, which lasted an hour, included
blood pressure, weight, test scores from a 9-item assessment of participant knowledge and of the
self-reported H-SCALE questionnaire assessing participant behavior and heart-healthy behavior.
Over 50% of participants did not gain or lose weight, and those that did showed little variation in
weight. Gains and losses in pounds were well within the expected variability of individual
weight for a normal person and was not analyzed further (Bhutani et al., 2017). Also, over 50%
of participants either had no change or had decreased values in test scores, and, therefore, this
measurement was not analyzed further.
Two questionnaire categories on the H-SCALE were also not selected for further
analysis. These were values from the smoking category as participants appeared to consist solely
of nonsmokers and the alcohol category which also suggested participants did not drink.
However, the latter item may be due to a social desirability bias as the Baptist denomination
typically discourages drinking, and studies have shown religiosity may impact self-reported
measures for alcohol consumption (Rodriguez et al., 2014). The raw data is available in
Appendix E highlighting these and other observations. Finally, blood pressure was not analyzed
due to the implementer’s lack of confidence in the participants’ blood pressure taking ability.
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The remaining items from the H-SCALE categories were statistically analyzed for each
participant with the Wilcoxon signed-rank test using SPSS version 23. The test was used on the
results of each participant to determine if any change in healthy behavior had occurred. Scores
from categories were collectively added across medication adherence, diet, and physical activity.
Weight management was also summed and analyzed separately. This was done for two reasons:
1. The H-SCALE is noted for its advantage of distinguishing behavior related
specifically to diet versus generally healthy eating habits by separating these into the
diet and weight management categories (Warren-Findlow & Seymour, 2011).
2. The categories that were summed together and analyzed apart from weight
management were the same format of data, the number of days in the past week a
participant had engaged in a particular behavior. It would not be possible to interpret
a collected sum that included weight management as it is on an ordinal scale based on
the level of agreement for behavior in the past 30 days.
Table 4 reports the test statistics of the Wilcoxon signed-rank test for the H-SCALE
categories (excluding alcohol and smoking) that assessed behaviors over the past 7 days and
includes the Wilcoxon “W” statistic and the p-value. The number of samples (questionnaire
items asked) differs between participants because questionnaire items that could not be
interpreted numerically, such as no response or no prescriptions taken, were dropped. “Median
(pre)” refers to the median score pre-intervention and “median (post)” refers to the median
postintervention. Table 5 communicates the same information for the weight management
category. Pre- and post- median scores demonstrated very little change in scores across
participants in both tables.
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Table 4
Statistics for the Combined Scores of Medical Adherence, Diet, and Physical Activity
Participant
Number

Median
(pre)

Median
(post)

n

W

pvalues

10

4

4

17

0

>.05

11

3

3

18

3

>.05

12

3

3

18

4

>.05

13

3

3

17

0

>.05

14

1.5

2

18

15

.025

15

3

3

18

3

>.05

16

4

4

15

26

>.05

17

3

2

15

12.5

>.05

18

2

4

15

78

.022

Note. This table illustrates the test statistics for performance on the H-SCALE questionnaire for the
medical adherence, diet, and physical activity categories. Each category featured questionnaire items
requesting the number of days healthy behaviors were performed within the last 7 days prior to
administering the questionnaire. Median scores across these categories before and after the intervention
are indicated. n indicates the sampling, which reflects the number of responses given to each of the 18
questions; lower values indicate nonresponses or lack of a prescription. The W statistic is given as the
minimum value between the sums of the positive and negative rankings for the differences in responses.
The asymptotic two-tailed significance is indicated by the p-values in the last column, with a cutoff of .05
used for statistical significance.
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Table 5
Test Statistics for the Weight Management Category
Participant
Number

Median
(pre)

Median
(post)

n

W

p-values

10

4

4

8

0

>.05

11

3

3

10

1.5

>.05

12

3

3

10

2

>.05

13

3

3

10

0

>.05

14

1.5

2

10

1

.025

15

3

3

10

0

>.05

16

4

4

8

10.5

>.05

17

3

2

10

0

.004

18

2

4

10

3

>.05

Note. This table illustrates the test statistics for performance on the H-SCALE questionnaire for
the weight management category. Interpretation is similar to Table 4, with n indicating the total
responses out of 10 questionnaire items that participants provided. Each item requested the level
of agreement on a 5-point ordinal scale: 1=Strongly disagree, 2=Disagree, 3=Not sure, 4=Agree,
5=Strongly Disagree. Responses indicated the level of agreement to statements related to efforts
for managing weight that were performed regularly within the past 30 days.
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Only participants 14 and 18 had statistically significant results for changes in the
aggregated data from the categories for medical adherence, diet, and physical activity. However,
closer examination of the raw data reveals that no questionnaire item changed by more than a
value of one. Additionally, some of these changes were from prior low values, and closer
examination revealed one of those questionnaire items did not distinguish between eggs with or
without the yolk removed. Participant 18 had an increase in healthy eating that was covered in
the sessions including a diet with more fruits and grains; however, there was also a marked
increase in the eating of explicitly salty food items such as pickles, olives, or other brine
vegetables. This is in agreement with Warren-Findlow and Seymour’s (2011) findings of lowadherence in African Americans for the salty food self-care activity. This is evidence that a
significant impact was not affected on one of the more crucial issues related to African American
healthy-heart behavior, that of adhering to a low-sodium diet.
Participant 17 had a statistically significant change in weight management behavior.
However, consideration of the W statistics, which is a measure of the number of positive changes
in ranking the difference between pre- and postintervention, as well as observation of the raw
data, revealed a dramatic drop in weight management behavior. This suggests that the
intervention was not effective in this category for this individual.
Question Guiding the Inquiry
The PICOT question was: For African American parishioners, does participation in a
weekly faith-based, healthy heart educational class result in increased knowledge of
cardiovascular disease and improvement in baseline blood pressure and weight measurements
after three months? The data analysis revealed that while there was a statistically significant
change in some participants rejecting the null hypotheses, closer analysis of the raw data
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revealed that there was little change in behavior. Issues that arose included a movement of the
intervention to remote Zoom meetings, nonresponse biases, and the potential for a social
desirability bias in responses related to alcohol. Vaportzis et al. (2017) reported that that the
older population are eager to utilize technology but listed a number of barriers, such as lack of
knowledge and confidence and feelings of inadequacy that discourage them from embracing
technology. Appendix E provides details on the raw data that demonstrates the participants with
the most variability in responses are either not representative of the other older individuals in this
study or provided suspicious answers related to prescription status. These suspicious answers
call into question the integrity of the additional responses. The findings and other observations
from the project support that a more targeted approach is necessary regarding the phrasing of
questions and consideration of the demographic being studied.
Reliability and Validity
Face validity and reliability for the H-SCALE for self-care activity (see Appendix B)
related to hypertension in African Americans was demonstrated by Warren-Findlow and
Seymour (2011). Reliability was estimated by the internal consistency of questionnaire
categories using Cronbach’s alpha. All self-care domains were reported as having acceptable to
good Cronbach’s αs with the following results: medication (α = .84), low-salt diet (α = .74),
weight management (α = .87), and alcohol use (.88).
Chapter Summary
Statistical results were scant in demonstrating evidence of faith-based interventions for
African Americans as encouraging heart-healthy behavior. However, changes in the format of
the study to a teleconferencing intervention utilizing Zoom with an older participant sample and
events prior to the study that most certainly impacted participation rates means that there are still

51
opportunities for further research and additional projects that could demonstrate an effective
means of utilizing this very influential channel to the African American community. Chapter 5
discusses additional observations noted by the author that may have affected sampling as well as
other observations that may have an implication in nursing practice.
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Chapter 5: Discussion, Conclusions, and Recommendations
The purpose of this project was to implement a faith-based approach to determine and
promote a practice change in healthy-heart behaviors in the African American community. The
H-SCALE administered during the initial session and postintervention was an important survey
instrument for the six self-care activity domains of medication adherence, low-salt diet, physical
activity, smoking cessation, weight management, and alcohol abstinence (Warren-Findlow &
Seymour, 2011). The instrument allowed for two samples in which observations in one sample
were paired with observations in the other sample (Heavey, 2019). The total number of
participants at the beginning of the intervention included 10 individuals between the ages of 35–
75 years. However, one participant withdrew due to technological competence issues. This
chapter discusses the inference and interpretation of the findings and recommendations for future
studies.
Inference of Findings
While quantitative inference from the results was limited, challenges unique to both the
African-American community as well as to older individuals in general were observed. Nurses
must be sensitive to the shared historical experience of the African-American community.
Studies have shown that this community is typically distrustful of public institutions such as the
police force, and this distrust extends to other outside institutions including the health care
system (Kennedy et al., 2007) and may be a barrier to collecting sufficient sampling in an
environment associated with faith.
Interpretation of Findings
The African-American community has been a historically persecuted minority that has
suffered from the days of slavery, years of Jim Crow laws, discrimination in housing (Ross &
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Turner, 2005), and, up until this day, discrimination by police forces (Carbado & Rock, 2016).
While the extent to which this is a separate issue of empirical inquiry is a matter for other fields
to investigate. What is relevant for nursing practice and research is that in order to provide the
best care for patients and obtain more participation from this demographic to discover methods
to improve care, nurses must be sensitive to the experiences in the collective cultural memory of
African Americans. While this project only had older individuals, work in other fields also
supports that this mistrust of authority and institutions such as the police continues amongst
younger individuals (Brunson & Miller, 2006).
The project did not find evidence of significant change to either knowledge of hearthealthy behaviors, weight, lifestyle, or day-to-day activities. However, observations during the
project support future efforts to utilize the channel of communication of the church and faith to
the African-American community to encourage healthy behavior and awareness of modifiable
health-risks. Future researchers must seriously consider the ethnic and religious components for
obtaining the necessary empirical results. These issues may have contributed to low participation
and social desirability bias in the project, and the results should not be taken to conclude that
utilizing the strong sense of faith in the African-American community would be an effective way
to encourage changes in unhealthy behavior.
The most important finding of this study is that trust is critical, and it takes time to build
trust within the African American community. Additional observations support a more general
need for developing effective tools and interventions to improve data sampling from older
participants who may have barriers to using remote-distance interactions as the current COVID
pandemic continues. A different tool may be more effective than the H-SCALE as well with
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regard to the quantitative measurements taken by the H-SCALE questionnaire, which was
initially designed as a cross-sectional tool and not a longitudinal tool.
Limitations
Voluntary sampling and a low participation rate limit the generalizability of this study.
Additionally, because it was only located at one church, it may not be representative of results
that could be found in other African American churches. However, it is self-evident that
discussion of past events where the community has been abused by researchers would impact
participation regardless of the location of the churches.
In an effort to follow guidelines, the COVID-19 pandemic required the project to be
redirected from a face-to-face design to a teleconference study modality. Tuttle (2020) reported
that the pandemic placed tremendous constraints on research, which may impact outcomes, and
noted that data analysis and interpretation might be impacted. Many of the participants reported
that it was difficult to change eating habits due to their social distancing. The self-reporting of
blood pressure measurements was suspicious as the participants did not know how to accurately
record them. Due to the pandemic’s requirement for social distancing, it impacted the
implementer’s ability to record blood pressure measurements.
The analysis of the questionnaire relied on certain assumptions and practices that may
limit the generalization of the results. Response bias (Creswell, 2009) from nonresponses as well
as social desirability bias may have also affected the results of this study. Limitations may have
also included participants guessing on postsurveys due to advanced age of participants and not
adequately revealing their lack of knowledge during the educational sessions. This may have
yielded less than desirable postintervention H-SCALE results.
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Dropping nonresponses and incorporating suspicious data from participants that had
changed their response as to whether they were prescribed blood pressure pills could have also
affected the results of the study. While it is possible within the time span of 3 months that these
participants were either prescribed or not prescribed medication, when they answered, they selfreported very low numbers suggesting that they may have still been prescribed the medication
and were just variable in when they reported it as part of their health care. In that case, the
confidence in the accuracy of other answers is questionable which is important as it can be
observed that these individuals also share most of the variability in their responses. Finally,
questionnaire items might have been ambiguous to individuals such as not indicating whether
eating eggs and not distinguishing between just egg whites or yolk. Another example is the
questionnaire item referring to nuts. It did not clarify whether or not if they were unsalted nuts
which would indicate to avoid unhealthy behavior; and would be healthy behavior for reducing
the risk for hypertension and other diseases (Ros, 2010). African Americans are also three times
more likely to suffer from food allergies (Liu, 2018), such as to nuts, which can impact the
answers of these questions as in the case of participants 13 and 14.
An alternative explanation that is also a limitation is the events related to the COVID
pandemic which could have altered responses to some questions that are not representative of
normal behavior. Participants may have taken less blood pressure medication or have lost either
their income or health insurance due to the economic impact of the pandemic. This could have
motivated participants to stop taking their medication or take it more sparingly. It could have
also affected questions such as whether they were eating out or at restaurants.
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Implications for Analysis to Leaders
A qualitative component could benefit future attempts to explore a faith-based approach
for encouraging healthy behavior in the African-American community because of the potential to
find better ways of recruiting African Americans for projects. This conclusion is based on my
observations during the concluding discussion section of the initial participant recruitment
meeting. One individual commented openly that they did not trust research and cited the
infamous case of “The Tuskegee Study of Untreated Syphilis in the Negro Male,” which was
conducted between 1932 and 1972 and involved African-Americans males being used to study
syphilis even after the discovery of penicillin to treat the condition had been discovered; they
were never told about this discovery. Furthermore, they were initially told that the study would
last for only 6-months, yet it was extended to 40 years, Finally, participants were told they were
going to be treated for their illness yet were given placebos under the pretense that it was
treatment.
Despite my explanations that no injections would be involved and rephrasing as
participation in a “Quality Improvement Project,” participants appeared wary of the principle of
research in general which was instigated by the use of the word “research.” Even if that one
individual was concerned about research, it must have had an effect when mentioned during the
general discussion. A qualitative component would allow for research providing a better
understanding of the sensitivities of African Americans and finding better ways to approach
African American communities to volunteer in projects aimed to improve their care. It could also
be used to determine which religious concepts African Americans connect with most strongly.
Faith-based settings provide opportunities to deliver education to African Americans
where there is a huge gap and trust issue regarding health care providers. Previous research has
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demonstrated that faith-based institutions have been valuable in providing space for health care
initiatives (Fallon et al., 2013). The nursing community can provide a clear message regarding
CVD, modifiable risk factors, and heart-healthy behaviors.
Evidence-Based Practice Findings and Relationship to DNP Essentials
The eight DNP Essentials are the foundational competencies that articulate advanced
nursing practice at this level. The American Association of Colleges of Nurses (AACN)
published the Essentials of Doctoral Education for Advanced Nursing Practice in 2006. DNPprepared nurses must be well-versed in evidence-based practice while demonstrating an ability to
lead and support others and must be competent in translating research to practice and constantly
evaluating new knowledge. Menonna-Quinn and Genova (2019) recommended that DNPprepared nurses synthesize, apply, and communicate the best evidence. The following
information will discuss how this faith-based project contributed to meeting the DNP Essentials.
Essential I: Scientific Underpinnings for Practice
Essential I is related to the foundation of nursing practice and utilizes nursing theories
and disciplines that correspond to a project (AACN, 2006). The literature review provided
guidance in the assessment of CVD knowledge and reduction of modifiable risk factors. The
health belief model (HBM) was used along with transcendence theory model (TTM) in this faithbased promotion of healthier lifestyles for African Americans. Both models identified strategies
that could improve health care delivery. HBM supported the premise that when individuals
believe there is a risk to their health, they are more likely to adapt to a better lifestyle or make
changes. Thomas et al. (2010) validated the TTM model as a valuable tool for holistic nursing
intervention programs. Through HBM and TTM, this essential demonstrated education regarding
CVD and allowed the participants to find meaning and the ability to alter modifiable risk factors.
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Essential II: Organizational and Systems Leadership for Quality Improvement and Systems
Thinking
The DNP project implementation required assessment of the faith-based clinical setting
and how it, as a system, could influence health care outcomes. Essential II identifies how the
DNP-prepared nurse can improve organizational systems to affect positive health outcomes
(AACN, 2006). This essential identified and addressed health care to educate African Americans
regarding CVD and modifiable risk factors.
Essential III: Clinical Scholarship and Analytic Methods for Evidence-Based Practice
Essential III relates to continuing the evaluation of existing research while focusing on
clinical scholarship and evidence-based practice. The DNP-prepared nurse evaluates and applies
relevant findings in order to promote safe and effective patient-centered care (AACN, 2006).
Knowledge gained from the literature review identified best practices in the utilization of faith
and health outcomes.
Essential IV: Information Systems/Technology and Patient Care Technology for the
Improvement and Transformation of Health Care
SPSS software and computers were utilized along with Zoom, an online modality,
throughout this project. Technology was used to meet with participants and to collect and
analyze data.
Essential V: Health Care Policy for Advocacy in Health Care
Essential V addresses the DNP-prepared nurse as an advocate for health care policy. The
DNP professional is prepared to provide leadership in the development of health care policy at
the institutional, local, state, federal, and international levels (AACN, 2006). The results of this
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study demonstrated the need to develop policies related to the health care of African Americans
to reduce the disparity of care for this underserved population.
Essential VI: Interprofessional Collaboration for Improving Patient and Population Health
The health care system can be complex and requires collaboration among providers,
patients and families, communities, and health care systems. Throughout this project,
communication occurred between the church’s leadership team and health ministry and
participants to implement changes to instill heart-healthy behaviors in an effort to decrease
modifiable risk factors. Through collaboration a therapeutic relationship was developed, and
trust was established to ensure optimal patient outcomes.
Essential VII: Clinical Prevention and Population Health for Improving the Nation’s Health
Among African Americans, research findings have found that there is prevalent use of
cigarettes, physical inactivity, and unhealthy food selection. Chism (2016, p. 51) explained the
DNP-prepared nurse has the foundation to “analyze epidemiological, occupational, and
environmental data in the development, implementation, and evaluation of clinical prevention
and population health” This project focused on providing strategies to educate this population
and improve health outcomes.
Essential VIII: Advanced Nursing Practice
This essential addressed the DNP professional being able to utilize advanced knowledge
to ensure competence on highly complex areas of practice (AACN, 2006). These strategies
implemented during this project provided a foundation for ensuring heart-heathy behavior to
improve the management of CVD and decrease modifiable risk factors.
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Recommendations for Future Studies
Trust is critical in dealing with African Americans who are weary of evidence-based
practice and research practices. Feldman et al. (2018) reported that while African Americans
make up 14% of the population, 29% are enrolled in research trials and are disproportionately
enrolled in clinical trials that do not require individual consent. It is important to establish trust
and therefore take the time to build trust within the community.
Statistical results were scant in demonstrating evidence of faith-based interventions for
African Americans in encouraging healthy behavior. Future researchers should include ordinary
daily food items, such as a bag of potato chips, which were used as a part of this project for
educational purposes to enhance comprehension of participants. Therefore, replication of the
project can yield more significant results. However, changes in the format of the study to a
teleconferencing intervention utilizing Zoom with an older participant sample and events prior to
the study that most certainly impacted participation rate supports opportunities for further
research and additional projects that could demonstrate an effective means of utilizing this
intervention in the African-American community.
Conclusion
African Americans have higher morbidity and mortality rates than their Caucasian
counterparts due to less effective disease management. Without interventions, African
Americans will continue to have disparities in health care outcomes. Faith-based settings have
opportunities to combat this negative impact and support long-term positive impacts of hearthealthy behavior. Establishing and building trust among African Americans and health care
providers can promote health and decrease complications associated with CVD.
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Appendix A: Instrumentation Plan of the Study
Collect Demographic Profile of Participants with Weight and Blood Pressure Measurement
and Pre-test

↓
Pre-Intervention Phase

↓
Samples

↓
Implement Activities

↓
Post-test Parameters

↓
Findings and Analysis

↓
Conclusions and Recommendations
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Appendix B: H-SCALE (Hypertension Self-Care Activity Level Effects)
The following questions ask about your hypertension (high blood pressure) self-care
activities during the past 7 days. For each question, circle the number of days that you
performed that activity.
Medication Usage
How many of the past 7 days did
Number of Days
you:
1. Take your blood pressure pills?

0

1

2

3

4

5

6

7

◻ I have not been prescribed blood pressure
pills.
2. Take your blood pressure pills at
the same time every day?

0

3. Take the recommended number
of blood pressure pills?

0

1

2

3

4

5

6

7

◻ I have not been prescribed blood pressure
pills.
1

2

3

4

5

6

7

◻ I have not been prescribed blood pressure
pills.
Diet
How many of the past 7 days did
you?
4. Eat nuts or peanut butter?

Number of Days
0

1

2

3

4

5

6

7

◻ I am allergic to nuts.
5. Eat beans, peas, or lentils?

0

1

2

3

4

5

6

7

6. Eat eggs?

0

1

2

3

4

5

6

7

7. Eat pickles, olives, or other
vegetables in brine?

0

1

2

3

4

5

6

7

8. Eat five or more servings of fruits
and vegetables?

0

1

2

3

4

5

6

7

0

1

2

3

4

5

6

7

76
9. Eat more than one serving of
fruit (fresh, frozen, canned or fruit
juice)?
10. Eat more than one serving of
vegetables?

0

1

2

3

4

5

6

7

11. Drink milk (in a glass, with
cereal, or in coffee, tea or cocoa)?
Diet
How many of the past 7 days did
you:

0

1

2

3

4

5

6

7

12. Eat broccoli, collard greens,
spinach, potatoes, squash or sweet
potatoes?

0

1

2

3

4

5

6

7

13. Eat apples, bananas, oranges,
melon or raisins?

0

1

2

3

4

5

6

7

14. Eat whole grain breads, cereals,
grits, oatmeal or brown rice?
Physical Activity
How many of the past 7 days did
you:
15. Do at least 30 minutes total of
physical activity?

0

1

2

3

4

5

6

7

Number of Days

Number of Days
0

1

2

3

4

5

6

7

0

1

2

3

4

5

6

7

0

1

2

3

4

5

6

7

18. Do any repeated heavy lifting or 0
pushing/pulling of heavy items

1

2

3

4

5

6

7

16. Do a specific exercise activity
(such as swimming, walking, or
biking) other than what you do
around the house or as part of your
work?
17. Engage in weightlifting or
strength training (other than what
you do around the house or as part
of your work)?
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either for your job or around the
house or garden?
Smoking
How many of the past 7 days did
you:

Number of Days

19. Smoke a cigarette, e-cigarette,
0
vape, cigar or hookah, even just one
puff?

1

2

3

4

5

6

7

20. Stay in a room or ride in an
enclosed vehicle while someone
was smoking?

1

2

3

4

5

6

7

0

The following questions ask about your efforts to manage your weight during the last 30
days. If you were sick during the past month, please think back to the previous month
that you were not sick. Circle the one answer that best describes what you do to lose
weight or maintain your weight.
Weight management
In order to lose weight or maintain
my weight…

Strongly
Disagree

Disagree Not Sure Agree

Strongly
Agree

21. I am careful about what I eat.

1

2

3

4

5

22. I read food labels when I grocery
shop.

1

2

3

4

5

23. I exercise in order to lose or
maintain weight.

1

2

3

4

5

24. I have cut out drinking sugary
sodas and sweet tea.

1

2

3

4

5

25. I eat smaller portions or eat fewer
portions.

1

2

3

4

5
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26. I have stopped buying or
bringing unhealthy foods into my
home.

1

2

3

4

5

27. I have cut out or limit some foods
that I like but that are not good for
me.

1

2

3

4

5

28. I eat at restaurants or fast-food
places less often.

1

2

3

4

5

29. I substitute healthier foods for
things that I used to eat.

1

2

3

4

5

30. I have modified my recipes when
1
2
3
4
5
I cook.
The next three questions are about alcohol consumption. A drink of alcohol
is defined as:
One, 12 oz. can or bottle of beer;
One, 4-ounce glass of wine;
One, 12 oz. can or bottle of wine cooler;
One mixed drink or cocktail;
Or 1 shot of hard liquor.

31. On average, how many days per
week do you drink alcohol?

0

1

2

3

4

32. On a typical day that you drink
alcohol, how many drinks do you
have?

0

write in # ____________

33. What is the largest number of
drinks that you’ve had on any given
day within the last month?

0

write in # ____________

5

Thank you for your time. Your participation is very important to me.

6

7
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Jan Warren-Findlow

Mon, Jun 3,
7:23 AM (13
days ago)

Dear Gwendolyn,
I am excited to hear about your interest in using the H-SCALE. I'm happy to chat about its
development at any time. You have my permission to use the scale in your research.
If you are planning on collecting the H-SCALE data in an online survey such as with a software
tool like Qualtrics or Survey Monkey, that is also permitted. However, permission does not
include embedding the survey questions and the scoring into any kind of mobile app or mHealth
application that you may be developing without my prior permission in writing. The H-SCALE
is my intellectual property and is copyrighted. The H-SCALE is not available for commercial
use.
The self-administered form of the H-SCALE is attached as a word document along with the
scoring instructions. NOTE: This version is slightly different than what was published in the
original JNMA article. Please read the attached scoring instructions carefully so that you
understand how to score the scales and their limitations.
The Journal of the National Medical Association article (Warren-Findlow & Seymour) really
best describes the original development of the H-SCALE. The Journal of Clinical
Hypertension article describes the subscales and their correlations with blood
pressure. Please cite the appropriate publication (with the correct spelling of my name “WarrenFindlow”) from either the Journal of the National Medical Association and/or the article from
the Journal of Clinical Hypertension. I understand that in some areas of the world this is not
common practice to reference other works, but this is a condition of your being able to use the
H-SCALE. Please indicate that you have the researcher’s permission to use the scale.
Keep me informed of how your work progresses. I am always interested in hearing what others
are doing in relation to hypertension self-care and blood pressure.
Please confirm that you understand and agree to the above restrictions in an email
response. Let me know if you have any questions.
Sincerely, Jan Warren-Findlow
“Advance health equity and well-being in an urbanizing world"
publichealth.uncc.edu
Jan Warren-Findlow, PhD| Associate Professor
Pronouns: she/her/herself
MPH Program Director
UNC Charlotte | Dept. of Public Health Sciences
XXXXXXXXXXXXXX | XXXXXXXXXXX
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Office: CHHS xxxxxxx
voice: xxx-xxx-xxxx | fax: xxx-xxx-xxxx
xxxxxxxxxxx@uncc.edu | https://go.uncc.edu/mph.uncc.edu

Gwendolyn Gaston <xxxxxxx@acu.edu>

Jun 5, 2019,
12:55 AM (11
days ago)

to Jan
Dr. Warren-Findlow,
Thank you for both the permission and attachments. I understand the conditions of
your granted permission and will abide by them.
Gwen
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Appendix C: University of Rochester Heart Disease Prevention Quiz
What Do You Know About Preventing Heart Disease?
You can take steps to reduce your risk for heart disease. Find out more about
preventing heart disease by taking this quiz to test your knowledge.
1. Which of these is a cause of heart disease?
A. Stroke
B. Arthritis
C. Thickening of the inside of the arteries
D. None of the above
2. What can happen if blood flow in an artery is blocked or greatly restricted?
A. Heart palpitations
B. Stroke
C. Heart attack
D. B and C
3. Three risk factors for heart disease can't be controlled. Which of these are
they?
A. Medicine use, vaccines, alcoholism
B. Age, sex, heredity
C. Diet, drug use, smoking
D. None of the above
4. What is considered "high blood pressure"?
A. 90/70
B. 100/80
C. 130/80
D. 140/90
E. C and D
5. Why can smoking lead to heart disease?
A. It causes the arteries to harden and thicken
B. It reduces HDL ("good") cholesterol
C. It raises blood pressure
D. All of the above
6. How much exercise is recommended to help prevent heart disease?
A. 10 to 15 minutes on average
B. 20 minutes on average
C. 90 minutes on average
D. 40 minutes on average
7. Your risk for heart disease rises if your body mass index (BMI) is more than
24.9. Why?
A. It can increase blood pressure
B. It can increase triglycerides and lower HDL cholesterol levels
C. It can increase the risk for diabetes
D. All of the above
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8. Drinking a moderate amount of alcohol is considered safe for your heart. What
can happen if you drink more?
A. Too much alcohol can raise blood pressure
B. Too much alcohol can raise triglyceride levels
C. Too much alcohol lowers LDL ("bad") cholesterol
D. A and B
9. Which of these is a classic symptom of a heart attack?
A. Crushing pain in the chest accompanied by sweating
B. Pain that spreads from the chest to the shoulders, neck, jaw or arms
C. Indigestion or heartburn, nausea and vomiting
D. Difficulty breathing
E. All of the above
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Appendix D: IRB Approval

Gwendolyn
Gaston
Department
of Nursing
Abilene
Christian
University

Dear Gwendolyn,
On behalf of the Institutional Review Board, I am pleased to inform you that your project
titled
"A Faith-Based Approach to Promote African American Healthy Heart Behaviors",

(IRB# 20-087 )is exempt from review under Federal Policy for the Protection of Human
Subjects.
If at any time the details of this project change, please resubmit to the IRB so the committee
can determine whether or not the exempt status is still applicable.
I wish you well
with your work.
Sincerely,

Megan Roth, Ph.D.
Director of Research and Sponsored Programs
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Appendix E: Raw Data
This appendix contains tables of the raw data for weight, test scores, and questionnaire
responses. Tables have been formatted in such a way to make relevant observations more easily
readable. H-SCALE results are separated by the categories, and each table has column headers
that indicate participant ID numbers and row headers indicate the corresponding questionnaire
item of the H-SCALE. Questionnaire items scores are highlighted where either changes in the
score can be observed, or other anomalies such as changes in prescription status or nonresponses.
The alcohol category is not shown as all participants had answered 0.
Observations to note include very low magnitudes of variability in the weight of
participants, the majority of participants either had no changes to their test scores or scores had
fallen, and no-one self-reported as a drinker. Very little variability in score changes can be seen
in most individuals for question items with changes typically not exceeding a difference of one
in weight. For individuals with greater changes in individual questionnaire items, they are either
one of the participants with suspicious responses to their prescription status or the single
participant in the age range of 35 to 45 and not representative of the other participants which
tended to be older. It may also be possible that this is an effect of the economic consequences
that have occurred since the COVID pandemic.
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Table E1
Weight Measurements

Participant Number

Pre

Post

10

160

159

11

199

199

12

160

160

13

162

161

14

212

212

15

257

256

16

216

216

17

185

185

18

145

144

Note. Weight in pounds for each participant before and after the 6-week intervention.
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Table E2
Test Scores

Participant Number

Pre

Post

Difference in scores

10

5

9

4

11

5

9

4

12

6

7

1

13

4

4

0

14

8

6

-2

15

6

8

2

16

8

8

0

17

8

7

-1

18

7

4

-3

Note. Test scores for each participant before and after the 6-week intervention.

87
Table E3
Medical Adherence Responses, Participants 10–14
10

11

12

13

14

Question Number

Pre

Post

Pre

Post

Pre

Post

Pre

Post

Pre

Post

1

7

7

4

5

7

7

3

2

2

3

2

7

7

3

3

6

7

3

3

3

3

3

NR

5

4

4

7

7

3

3

3

3

Note. Responses to the three questions on medical adherence for participants 10 through 14 before and
after the 6-week intervention.

Table E4
Medical Adherence Responses, Participants 15–18
15

16

17

18

Question Number

Pre

Post

Pre

Post

Pre

Post

Pre

Post

1

7

7

1

NP

NP

NP

NP

0

2

7

7

1

NP

NP

NP

NP

0

3

7

7

1

NP

NP

NP

NP

0

Note. Responses to the three questions on medical adherence for participants 15 through 18 before and
after the 6-week intervention.
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Table E5
Diet Responses, Participants 10–14
10

11

12

13

14

Question Number

Pre

Post

Pre

Post

Pre

Post

Pre

Post

Pre

Post

4

3

3

3

3

2

2

0

0

0

0

5

2

2

4

4

3

3

0

0

0

0

6

1

1

4

4

2

2

1

NR

0

1

7

4

4

2

2

4

4

2

2

2

2

8

5

5

2

3

2

3

3

3

3

3

9

5

5

1

1

2

2

3

3

3

3

10

6

6

3

3

6

6

4

3

3

4

11

0

0

3

3

3

3

4

4

1

2

12

4

4

5

5

5

5

4

4

1

1

13

5

5

6

6

6

6

4

4

2

3

14

6

6

7

7

7

6

4

4

2

2

Note. Responses to the 14 questions on diet for participants 10 through 14 before and after the 6-week
intervention.
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Table E6
Diet Responses, Participants 15–18
15

16

17

18

Question Number

Pre

Post

Pre

Post

Pre

Post

Pre

Post

4

4

4

1

2

3

2

2

3

5

2

2

4

1

4

1

1

3

6

0

0

5

2

3

3

1

4

7

0

0

3

0

3

3

2

5

8

3

3

4

3

4

2

4

3

9

3

3

2

3

4

4

2

2

10

5

6

5

3

4

3

4

4

11

3

3

2

5

2

5

0

5

12

3

3

4

2

4

4

2

5

13

2

2

2

2

3

1

2

3

14

4

4

7

0

3

3

2

7

Note. Responses to the 14 questions on diet for participants 15 through 18 before and after the 6-week
intervention.
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Table E7
Physical Activity Responses, Participants 10–14
10

11

12

13

14

Question Number

Pre

Post

Pre

Post

Pre

Post

Pre

Post

Pre

Post

15

2

2

2

2

2

2

2

2

0

0

16

3

3

2

2

2

2

2

2

0

0

17

0

0

1

1

1

1

2

2

0

0

18

5

5

0

0

0

0

2

2

0

0

Note. Responses to the 4 questions on physical activity for participants 10 through 14 before and after the
6-week intervention.

Table E8
Physical Activity, Participants 15–18
15

16

17

18

Question Number

Pre

Post

Pre

Post

Pre

Post

Pre

Post

15

0

0

7

5

2

4

5

7

16

0

1

7

5

3

3

5

7

17

0

0

2

5

1

0

4

0

18

0

0

3

1

5

5

2

4

Note. Responses to the 4 questions on physical activity for participants 15 through 18 before and after the
6-week intervention.
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Table E9
Smoking Responses, Participants 10–14
10

11

12

13

14

Question Number

Pre

Post

Pre

Post

Pre

Post

Pre

Post

Pre

Post

19

0

0

0

0

0

0

0

0

0

0

20

0

0

0

0

0

1

0

0

0

0

Note. Responses to the 2 questions on exposure to smoking for participants 10 through 14 before and after
the 6-week intervention.

Table E10
Smoking Responses, Participants 15–18
15

16

17

18

Question Number

Pre

Post

Pre

Post

Pre

Post

Pre

Post

1

0

0

0

0

0

0

0

0

2

0

0

1

0

0

0

0

0

Note. Responses to the 2 questions on exposure to smoking for participants 15 through 18 before and after
the 6-week intervention.

92
Table E11
Diet Responses, Participants 10–14
10

11

12

13

14

Question Number

Pre

Post

Pre

Post

Pre

Post

Pre

Post

Pre

Post

21

4

4

4

4

4

4

4

4

2

2

22

4

4

4

4

4

4

3

3

2

2

23

NR

2

4

4

4

4

3

3

1

1

24

4

4

5

4

5

5

3

3

1

1

25

4

4

3

3

3

3

3

3

1

1

26

3

3

4

4

4

4

3

3

2

2

27

4

4

4

4

4

4

4

4

1

2

28

NR

4

5

5

5

4

2

2

3

3

29

4

4

4

5

4

5

4

4

1

1

30

4

4

2

2

3

2

3

3

1

1

Note. Responses to the 10 questions on weight management behavior during the past 30 days before and
after the 6-week intervention for participants 10 through 14.
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Table E12
Diet Responses, Participants 15–18
15

16

17

18

Question Number

Pre

Post

Pre

Post

Pre

Post

Pre

Post

21

4

4

4

4

4

3

4

4

22

4

4

3

NR

4

1

4

1

23

2

2

4

5

4

3

4

4

24

4

4

5

NR

4

1

4

5

25

4

4

3

5

4

1

4

4

26

3

3

4

2

4

1

2

2

27

3

3

5

4

4

1

4

4

28

1

1

4

4

4

1

4

4

29

4

4

5

4

4

2

4

5

30

3

3

3

4

4

1

4

4

Note. Responses to the 10 questions on weight management behavior during the past 30 days before and
after the 6-week intervention for participants 15 through 18.

